Measurements of relaxed expiratory volume in one second (REV1.0) and forced inspiratory volume in one second (FIV1.0) were made on 50 subjects on two occasions to know the variability of these procedures in the individual subject. The mean coefficients of variation for REV1.0 and FIV1.0 were 6740' and 892%, respectively. The 95% confidence limit of difference between highest readings obtained on two occasions for REV1.0 and FIV1.0 was 0 38 litre and 0214 litre, respectively. These results compare favourably with similar data reported for other ventilatory tests. We feel that if a little time is spent teaching subjects to produce REVs, then reproducible results may be obtained.
REV1.0 and FIV1.0 were 6740' and 892%, respectively. The 95% confidence limit of difference between highest readings obtained on two occasions for REV1.0 and FIV1.0 was 0 38 litre and 0214 litre, respectively. These results compare favourably with similar data reported for other ventilatory tests. We feel that if a little time is spent teaching subjects to produce REVs, then reproducible results may be obtained.
Tracheobronchial collapse during forced expiratory manceuvres has been shown to occur in some cases of obstruc.ive airway disorders (Dayman, 1951; Gandevia, 1963; Campbell and Faulks, 1965) . In addition to other conventional procedures, it has been suggested that in such cases tests of sub-maximal expiratory effort, i.e., onesecond relaxed expiratory volume (REV1.0) (Gandevia, 1963; Tandon and Campbell, 1968) , and tests involving forced inspiration, i.e., onesecond forced inspiratory volume (FIVl1.0) (Tandon and Campbell, 1968) and peak inspiratory flow rate (Saunders, 1967) first recorded and the subjects were asked to rest for half an hour before recording a second set of three readings for both the procedures. Between the recording of the two sets of readings the subjects were requested to refrain from smoking. The same person performed all the tests on all the subjects. The time taken for indoctrination of patients before getting a satisfactory reproducible recording of REV varied from 2 to 5 minutes. Only two subjects could not master the technique and these have been excluded. We did not have much difficulty with this procedure, because the person doing these tests had over 10 years' experience with these procedures.
RESULTS
The coefficient of variation for the six readings for REV1.0 and FIV1.0 was calculated for all the cases, and then the mean for the 50 cases was calculated. The mean coefficient of variation for REV,., was 674% and for FIV1.0 8-92%'.
Variability of relaxed expiratary volume and forced inspiratory volume
On comparing the results obtained on the first occasion with those obtained 30 minutes later, the mean difference between the highest readings obtained on two occasions was 0-026 + 0-099 litre for FIV1.0 and for REV1.0 it was 0-034+0-173 litr.
These differences were not significant ( Table I ).
The 95% confidence limits of difference for FIV1.0 and REV1.0, respectively, were 0 214 and 0-38 litre. The values for the 95% confidence limit of the difference for REV1.0 and FIV1.0 are also comparable (Table IV) to those reported for vital capacity (VC) and FEV1.5 (Davidson, 1966) . Saunders (1967) observed that the 'within patient' variance for peak inspiratory flow rate was not excessive and was not always greater for peak inspiratory flow rate than for peak expiratory flow rate.
Despite the slightly greater complexity in the proper performance of REV1.0 and the effortdependence of FIV1.0, in experienced hands the variabilities for both these procedures compare favourably with those reported for other ventilatory tests. It seems, therefore, that these tests can be recommended for assessing the ventilatory capacity of cases with chronic bronchitis and emphysema.
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